We considered a diagnosis of Fanconi's anemia (Reinhold et al. 1952) , but this familial condition occurs usually in children over the age of 3 years, and there is a pancytopenia and not a pure red cell aplasia. There are often bony abnormalities but these are hypoplasia or absence of the thumbs and absent radii.
This patient probably fits into the group described as congenital hypoplastic anemia. Diamond et al. (1961) have reported a 25-year follow-up of 30 cases. Twenty-six presented under 1 year and they all had a pure red cell aplasia. Half of their cases had anthranilic acid in the urine. Twelve patients responded to steroids, but none to testosterone. However, 7 of their 30 cases had a spontaneous remission. One of Diamond's cases had, like our case, a thumb with three phalanges. The cause of the severe aneemia discovered at the age of 6 weeks seems obscure. I presume there have been no signs of excessive hkmolysis as sole or contributory mechanism. As far as we know, Fanconi's aniemia does not start so early. On the other hand, we have seen a boy with congenital hypoplastic anamia of the Blackfan-Diamond type who had a double thumb, so we agree with Diamond that thumb deformities are not diagnostic of Fanconi's antemia.
REFERENCES
Blackfan-Diamond anaemia is sometimes temporarily associated with normal or slightly increased reticulocyte percentages. The total number of reticulocytes is usually low, as in your case. In our experience, however, the bone marrow in Blackfan-Diamond anmmia has always shown severe erythropoietic hypoplasia. The first bone marrow smear obtained from baby J C thus seems to contradict this diagnosis. We have no experience of bone marrow smears obtained in a 3-month-old child after transfusions up to 17 g Hb/100 ml, but an erythropoietic depression could be anticipated. The next bone marrow smear appeared normal, which also seems to exclude the Blackfan-Diamond diagnosis.
Corticosteroid treatment gives a very characteristic response in many cases of Blackfan-Diamond anwemia. About a week after starting therapy, we have found a reticulocyte response which usually is at a maximum at the 10-1 1 th day of treatment. We have no experience of infants of this age treated with methyl testosterone. The short interval between initiating the testosterone treatment and the reticulocytosis makes the causal connexion doubtful.
The discussion above reflects the common opinion of my co-worker, Dr Lars Wranne, and myself. A small mass was present on the right clavicle although previously the clavicles were normal on palpation. Approximation of shoulders normal. Pelvis normal on palpation. X-rays: Skullwidely patent fontanelle. Deficient ossification of frontal and parietal bones. Few wormian bones. Wrist and handat 12 months no carpal ossification; ectopic epiphyses at bases of 2nd, 3rd, 4th and 5th metacarpals. At 20 months one carpal bone seen. Pelvisat 20 months lack of ossification of both pubic bones. Claviclesnormal clavicles on 6 previous films but a film at the age of 2 years 5 months showed a fractured right clavicle. (Sibling, Case 4, had fractured tibia and fibula at same time.) Cervical spinespina bifida occulta. Case 3 J R, boy, aged 5 years 3 months Previous investigations when aged 1 and 2 years for possible hydrocephalus and retarded carpal bone age. On examination: Height 38 in. Anterior fontanelle width 1 in. X-rays: Claviclesnormal. Skull, pelvis, cervical spine and wristabnormalities similar to those in Case 2. Ectopic metacarpal epiphyses appeared between 2 and 5 years.
Case 4 J R, boy, aged 19 months Dwarfism with marked hypertelorism, delayed eruption of primary dentition and radiographic changes in skull, pelvis and wrists similar to those in Case 2. The midportion of both clavicles was absent. Left tibia and fibula fractured.
Comment
Although these four cases show classical abnormalities in the rest of the skeleton, two of them have normal clavicles. Similar cases have occasionally been described. Fairbank (1951) stated that abnormal clavicles are present almost without exception and Jackson (1951) found only 3 patients with radiographically normal clavicles when he investigated a large family with cleidocranial dysostosis. The clavicular abnormality may resemble a fracture, but there is no doubt that our presenting case, in whom many earlier clavicular radiographs were normal, sustained a genuine fracture, with subsequent callus formation. Cases 2 and 4 were later readmitted with further traumatic fractures.
The comparative anatomy of the limb girdles shows that in the shoulder girdle the cartilages at the medial end of the clavicle represent the precoracoid and correspond to the position of the pubic bone in the pelvic girdle (Keith 1948) . This may explain why the pubic bone is frequently involved but not the remainder of the pelvis.
One of our cases presented as hydrocephalus with retarded carpal bone age. In 1897 Marie & Sainton published 'Example of hereditary hydrocephalus in father and son'. In 1898 they retracted their original diagnosis and presented the same cases, with two others, as 'Cleido-cranial dysostosis'.
The aetiology, other than the fact that it is transmitted by a dominant gene, is completely unknown. Since the early theory of a failure of membranous bone formation was discarded no new hypothesis has been adopted, only a very few histological studies have been performed and no biochemical abnormality has been demonstrated.
The following cases were also shown: Takayasu 
